R ecent surveys have been remarkably consistent in reporting a 17% to 20% prevalence rate of psychiatric disorders in children aged four to 16 years (1-3). However, only one in five children with disorders are in treatment settings (1) . If all children with impairments were to seek treatment, the services currently available would be insufficient. It is therefore important to reduce the prevalence of these disorders through early intervention or prevention. Recently, the Ontario Ministry of Community and Social Services in Ontario proposed that resources for intervention be directed towards early intervention with children (4) . This paper expands on the concepts introduced in "Child Psychiatry and Early Intervention: I. The Aggregate Burden of Suffering" (5) . In that paper, the aggregate burden of suffering of a disorder was defined as the burden placed on individuals and communities from the incidence, duration, severity of the disorder, its impact on the community and the pain and suffering experienced by individuals with the disorder.
When the aggregate burden of suffering of a disorder is known, the costs to the community of the disorder can be estimated. These costs, along with the information available about various disorders, can then be applied to establish which disorders should be given priority for early intervention. To plan intervention programs, it is necessary to set priorities by targeting certain disorders or groups for these programs.
In this paper, and the two which follow, selected major groups of the DSM-III-R diagnostic categories (6) are discussed in detail. The series of papers begins with this discussion of internalizing disorders. The next two papers look at the developmental disorders and the externalizing disorders, respectively. These categories have been selected because of their prevalence and the great burden of suffering they place on children, their families and the community. The prevalence, longitudinal course, risk factors and early indicators, associated impairments, and the aggregate burden of suffering will be discussed. Responses to intervention are outlined, since establishing priorities for early intervention in part depends on knowing the effects and effectiveness of various interventions.
Mood Disorders

Prevalence
The prevalence rate of depressive disorders among children and adolescents surveyed from the general population ranges from one percent to 5.9% (3). It is not always clear, however, whether or not distinctions are made between major depression and dysthymic disorders. For example, Weissman et al (7) , in a careful survey of depressive disorders, reported that one percent of the prepubertal children suffered from major depression. Depressive disorders are uncommon among prepubertal children and are more common among adolescents (8) . There is some controversy about the male to female ratio of depressive disorders among prepubertal children. Most studies have found no sex differences (9), although three epidemiological surveys did report higher rates among boys than girls under the age of 12 (3). Among adolescents, however, females show higher rates of depressive disorders than males.
Longitudinal Course
Few studies have examined the longitudinal course and outcome of depressive disorders in childhood. Kovacs et al (10) reported that in 70% of children with dysthymic disorder or major depression referred to a clinic at age eight, the disorder persisted into adolescence. Zeitlin (11) , using a clinic sample.found that among 37 depressed children, 31 met the criteria for depression in adulthood. It is not clear, however, if the continuity is related to the correlates of the disorder or to the disorder itself. Zeitlin also found, however, that many cases of adult depression were not preceded by a childhood disorder. Garrison et al (12) surveyed the depression scores (according to self-reports) of 550 adolescents over a three year period (grades seven, eight and nine). They found that only 30% of those with high scores (i.e., those who were more depressed) also had high scores during at least one of the two follow-up periods. The limited information available suggests that childhood depressive disorders are episodic rather than stable.
Risk Factors and Early Indicators
Children with a family history of depressive disorder are more likely to suffer from a depressive disorder (7) . The mean age of onset of major depression is 16 to 17 among the children of normal parents, and 12 to 13 among children whose parents suffer from depressive disorder (7). Beardslee, Bemporad, Keller and Klerman (13) suggest that 40% of the children of parents with major depression have a psychiatric disorder, but die proportion of these children with depressive disorders is not known. Social and environmental disadvantages and numerous disruptions in the parent-child relationship are also thought to be risk factors for childhood depression (14) .
The relationship between socioeconomic status and depressive disorders among children and adolescents is uncertain; some studies have found more depression among lower socioeconomic groups (3, 15, 16) , and others have found no effects of SES on depressive symptoms (17) .
It is unclear whether or not gender affects depression in children. However, adolescent females show higher rates of depressive disorder than males (see section on prevalence).
The early indicators of child and adolescent depressive disorders are not well understood. Longitudinal studies may clarify some of these issues. Preliminary information suggests that the following factors are associated with the later development of depression: 1. failure to develop relationships with peers; 2. excessive dependency; 3. ambivalence toward caregivers; 4. lack of visual self-recognition; and 5. early social and behavioural incompetence (18) .
Associated Impairment
Poor relationships with· peers are common among depressed patients, but it is unclear whether or not this is a cause, consequence or correlate of depression. Parker and Asher (19) note that disturbed relationships with peers may be a non specific predictor of a later disorder. The co-occurrence of depression and anxiety disorders and conduct disorders has also been noted (20) . Lefkowitz and Tesiny (21) found that various indicators of cognitive functioning were inversely related to peer-reported depression scores: IQ for boys, work study habits for boys and girls, and achievement for girls.
Response to Intervention
The effectiveness and specificity of psychotherapeutic treatments for childhood depression are not clear (22) . Double-blind, randomly controlled studies have failed to find that antidepressants are superior to placebos in treating depression (23) . Prepubertal depressed children have had a marked response to placebo; 68% of the children taking placebo improved while only 56% of those on antidepressants did (24) . Further studies of the effectiveness of antidepressants in children and adolescents are required.
Social skills training and therapeutic support groups are effective in diminishing adolescent depressive symptoms and improving self-esteem (25) . However, because these were used concurrently with other treatments, it is difficult to determine what the therapeutic agent was. In addition, a wait list control was not used to assess the rate of spontaneous remission.
Aggregate Burden ofSuffering
Given the episodic nature of depressive disorders and the uncertain longitudinal course, they appear to have little impact on the community. The aggregate burden of suffering would therefore be low as well. The costs incurred by children and adolescents with depressive disorders are not well understood. It may be that depression in conjunction with other disorders, such as conduct disorder, imposes a greater cost than either disorder alone. For example, the combination of conduct disorder and depression is associated with a higher risk of suicide than either disorder alone (26, 27) .
Depressive disorders are surprisingly common during childhood and adolescence. However, the known early indicators or risk variables associated with depressive disorders are either non specific (i.e., poor relationships with peers) or the effect of these factors is uncertain. Until more specific early indicators of depression are identified, screening children for the prevention of depression is not warranted. General prevention or early intervention programs to reduce social and environmental disadvantages, the number and length of disruptions in parent-child relationships and to improve peer relationships, are likely to reduce the incidence of depressive disorders as well as other behavioural and emotional disorders of childhood.
Suicide
Prevalence
There is evidence to suggest that a continuum of suicidal behaviour exists from suicidal ideation to attempted suicide (28, 29) . Community surveys of suicidal ideation among children have reported prevalence rates as high as 12% in some samples (30, 31) and as low as two percent in another (32) .
One study of adolescents 12 to 16 years old in Ontario reported that five percent to ten percent of males and ten percent to 20% of females had threatened to commit suicide or had attempted suicide during a six month period (33) . The ratio of females to males with suicidal behaviour (ideation, threats, and attempts) is approximately 3:1. The rate of completed suicides is estimated at 0.9 per 100,000 for children between ten and 14, and 11.0 per 100,000 for children between 15 and 19. Unlike attempted suicide, completed suicide is more common in males than in females; the ratio of boys to girls ranges from 2:1 to 3:1 (33).
Hoberman and Garfinkle (26) reported ten times as many suicides among 15 to 19 year olds as those 14 years or younger; the male to female ratio was 4: 1. It is estimated that there are 50 to 200 attempted suicides for every completed suicide (34) 
Longitudinal Course
Individuals who have attempted suicide are at greater risk for second and subsequent attempts. For males eight to 20 years of age who had attempted suicide once and were hospitalized after this attempt, the suicide rate was between five percent and 11.3%; among females the comparable figures were 0.8% to 3.9% (36) . Brooksbank (37) reports that between ten percent and 14% of youths who attempt suicide make a second attempt within one year.
Risk Factors and Early Indicators
The following factors are associated with a risk of suicidal behaviour: having experienced several losses, especially the loss of a parent at an early age; having emotionally detached parents; having been sexually or physically abused during childhood; having a parent with a history of suicide or suicidal behaviour or preoccupation with suicide; having experienced family violence; and having a depressed parent (30, 34, 37) . In 72% of completed suicides, stressful events such as arguments, school problems and disappointments occurred within 24 hours of the suicide (26) .
Depression, depressive thinking, and conduct problems are strong correlates of suicidal behaviour (38) . Pfeffer et al (39) identified recent aggression (rather than habitual aggression), past depression, and preoccupation with death as significant correlates of suicidal behaviour among children. Social isolation, poor academic progress and disturbed relationships with teachers have also been found to be associated with suicidal behaviour (37).
Brent et al (40) found that in their sample of youth with affective disorders, those who were suicidal suffered from comorbid externalizing disorders (i.e., conduct disorder).
Associated Impairment
Low self-esteem, poor communication skills, physical illness and a history of psychological problems are thought to be major determinants of suicide among young people (33) . Although these factors appear here as associated impairments, they may also be early indicators and risk factors.
Hoberman and Garfinkle (26) found that chronic illness, physical disabilities and other physical complaints and illnesses were common among those who had committed suicide. Although depression is most often the strongest correlate of suicidal behaviour, a link has also been made between conduct disorders and suicidal behaviour. Hoberman and Garfinkle (26) , in their study of 229 youths who had committed suicide, found that the youngest were more likely to be angry, aggressive, and antisocial males.
Responses to Intervention
No known suicide intervention programs have been effective in reducing the suicide rate, including school-based programs and crisis hotlines. Much work needs to be done to systematically evaluate the effectiveness of treatment programs for teenagers who attempt suicide (41). Spirito and colleagues (42) have shown that a suicide awareness program produced slight changes in the children's knowledge of suicide and coping strategies, the perceived effectiveness of coping strategies, and a slight decrease in feelings of hopelessness. However, the program did not influence overall attitude toward suicide.
Aggregate Burden of Suffering
When the costs of illness were measured solely in terms of the number of years of life lost among males, suicide was ranked third, exceeded only by deaths due to coronary heart disease and accidents. As the second leading cause of death ofthose aged 15 and 39 years (43), suicide may be one of the most serious mental health problems among adolescents and young adults.
In addition to the years of life lost by the person who commits suicide, there are other costs in dollar and human terms. The suicide is likely to paralyse the person's parents and immediate family members in the short term, and may cause continuing mental health problems, work absences, and reduced productivity in the long term. Also, it has recently been suggested that suicide among youth has a contagion effect, leading to a greater likelihood of suicide among those who knew the victim (28) .
Suicide and suicidal behaviour impose a large burden of suffering on the community, given that a sizeable number of school-aged children think of suicide, that about ten percent of children and adolescents seen in mental health clinics threaten or attempt suicide, and that suicide may have contagion effects (28) , can devastate a family, and is the second leading cause of death among those aged 15 to 39.
Despite these alarming statistics, we know little about suicide and suicidal behaviour. Virtually no specific early predictors of suicide in childhood have been identified. Indeed, there is evidence to suggest that in the majority of suicides among youth, the precipitating events occurred approximately one day before the suicide (26) . More information is needed on the specific early predictors of suicidal behaviour before an early childhood suicide prevention program can be established. Any program which improves selfesteem, communication and reduces psychological problems may be thought of as having general or non specific effects. Measuring these effects in terms of reduction in suicide attempts or completed suicides will require a large sample and adequate follow-up of the subjects through adolescence.
Anxiety Disorders
Prevalence
The anxiety disorders among children and adolescents include separation anxiety disorder, avoidant disorder and overanxious disorder, simple phobia and social phobia.
The Ontario Child Health Study (OCHS) (1) reported a prevalence rate of emotional disorders of approximately ten percent in children aged four to 11 during a six month period. However, this figure includes both anxiety disorders and depression. Among adolescents 12 to 16 years of age, the OCHS researchers (44) reported rates of 3.6% for overanxious disorder and 2.4% for separation anxiety. A large scale population survey of 11 year olds in New Zealand reported prevalence rates ranging from 0.9% for social phobia, 2.4% for simple phobia, 2.9o/~for overanxious disorder and 3.5% for separation anxiety (45) . Surveys of primary care pediatric clinics have reported prevalence rates for simple phobia as high as 9.2% "(3), although it has been argued that simple phobias may be a normal developmental phase in early childhood (46) .
• Few differences in sex ratios have been observed for anxiety disorders in early childhood with the exception of overanxious disorder, which appears to be slightly more common in boys than in girls (45) . In later childhood and adolescence, females with diagnosable anxiety disorders outnumber males (1).
LongitudinalCourse
Laucht and Schmidt (47) reported that 72.7% of the 22 children they studied with neurotic or emotional disorders identified by a parent or teacher had recovered by age 13. These authors reported a number of newly diagnosed neurotic disorders at age 13, however. They speculate that had more sensitive instruments been used when children were tested at age eight, more true cases may have been detected and therefore fewer "new" cases would have been detected at age 13.
Longitudinal studies are rare, and there are no solid data supporting the spontaneous remission of anxiety disorders in adolescence (46) .
Risk Factors and Early Indicators
The relationship between social class and anxiety disorders is unclear. Last, Strauss and Francis (48) reported that children with separation anxiety were more likely to be from families of lower socioeconomic classes than those with overanxious disorder. Costello (3) found little relationship between socioeconomic status and anxiety disorders. Offord, Boyle and Racine (49) reported an interaction effect: low socioeconomic status and emotional disorder were more strongly related in younger children than in older children.
The possibility of a familial predisposition to anxiety disorders has also been reported. Reeves, Werry, Elkind and Zametkin (50) reported a high rate of anxiety disorders in the parents of children with anxiety disorders. Turner, Beidel and Costello (51) found that the children of patients with anxiety disorders were more than seven times as likely to meet the criteria for anxiety disorders than the children of normal controls, and were twice as likely to meet the criteria for anxiety disorders than the children of dysthymic patients.
Temperamental characteristics of children who are slow to warm up (shyness, negative mood, slow adaptability) may be early indicators of proneness to develop an anxiety or avoidant disorder (52) . Beiderman, Rosenbaum, and Kagan (53) report that "behavioural inhibition to the unfamiliar" in children is a factor affecting the later development of anxiety disorders. However, other than separation anxiety as an early indicator of agoraphobia, there are no generally accepted early indicators for anxiety disorders (54) .
Associated Impairment
Several studies have shown that major depression and anxiety disorders frequently occur together (20) , although the rates vary with the nature of the anxiety disorder. Last et al (48) found a high frequency of co-existing depression and social phobias (55%) and depression and overanxious disorder (45%) in a clinic sample. The rate of co-occurrence of depression and panic disorder (9.1%) was much lower in that sample.
Other associated impairments or symptoms include social phobias, refusing to attend school, lack of self-confidence and a restricted range of normal heterosexual activity. This may include having fewer friends or concerns about popularity, physical competence and academic performance (55) .
Response to Intervention
Various forms of behaviour therapy, psychotherapy, family therapy and drug therapy have been successful in treating anxiety disorders during childhood and adolescence. Studies using random assignment and blind evaluations are rare. Consequently, more empirical work is needed before definite conclusions can be drawn (56, 57) .
AggregateBurden ofSuffering
Although anxiety disorders are among the most common disorders of childhood and individuals may suffer a great deal, most other indicators suggest that the aggregate burden of suffering is small: anxiety disorders are more likely to remit and are thought to be episodic and.to decrease in adolescence (47) . The functional impairment may be only moderate, and the impact on the community is expected to be low.
There are no generally accepted early indicators of anxiety disorders, and while temperamental characteristics such as shyness, slow adaptability and negative mood may indicate a risk of developing anxiety' disorders, they"have not been systematically studied in prevention or intervention programs. Further clarification of the early indicators and the possibility of a familial predisposition to anxiety disorders would be worthwhile research topics. However, it is difficult to properly target children as candidates for early intervention.
Conclusions
The aggregate burden of suffering associated with internalizing disorders is relatively small compared with that of other major disorders of childhood (58, 59) . Although the internalizing disorders may be common, they are also episodic; remissions require fewer community resources than chronic conditions such as conduct disorder or learning disabilities.
The internalizing disorders are of greater concern when they are coupled with other major conditions, such as conduct disorder. For example, depression and conduct disorder together seem to place individuals at higher risk for committing suicide than either disorder alone. We have shown that suicide results in a large aggregate burden of suffering. The costs to society in terms of lives lost are high, even though the rates of suicide among young children are very low. Although current suicide prevention and intervention programs have not been effective, further efforts should be directed to this area.
Although suicide is rare, the consequences are permanent and devastating. Two approaches seem appropriate; 1. since it is known that those who have made a previous suicide attempt are a greater risk of committing suicide, intervention and prevention should focus on this group; and 2. because of the risk of contagion, research studies of suicide prevention programs should be aimed at the general school population to prevent further suicide attempts among students.
The internalizing disorders share certain features regarding risk factors, early indicators, and associated impairments: poor relationships with peers, low self-esteem, academic impairment, and in some cases low socioeconomic status. These features appear to be non specific indicators and/or predictors of disorders, and early intervention should be aimed at these features as a means of ameliorating or preventing future disorders. However, our knowledge of early predictors is still not precise enough to allow us to target children at risk in unselected community samples. Intervention aimed at distinct at-risk populations may be preferable. For instance, children of parents with affective disorders are thought to be at risk of developing depressive disorders. Our knowledge is still insufficient to determine the types of interventions that would be most appropriate, even with these at-risk groups. This would be an important area for future research.
